At laparotomy two days later a multilocular cystic mass was removed from the mesentery of the lower ileum together with the overlying bowel, and end-to-end anastomosis was performed. The patient made an uneventful recovery and has remained well.
PATHOLOGICAL EXAMINATION. The specimen (Figs. I and 2) was received partly dissected and opened. It measured 16 x 15 < 7 cm. and consisted of 35 cm. of small bowel with the associated segment of mesentery greatly expanded and distorted to form an irregular lobulated cystic mass 12 x 12 x 7 cm. overall.
In places the cysts stopped short of the bowel: elsewhere they reached it and the mesentery was pushed outwards and upwards so that the bowel was partly surrounded.
The cysts varied in size from minute up to 5 cm. across. Some contained fluid, some gelatinous material. Most of the cysts walls were under 0-2 cm. in thickness but there were a few solid regions from 0-5 to 1 cm. across. Some of the larger cysts were trabeculated, and except for a few small areas of haemorrhage and fibrin deposition, the walls were smooth and glistening throughout.
The margins of the cystic area blended into the surrounding mesentery, but excision appeared complete.
HisroLoGy. Sections show many spaces of varying size, some containing pink albuminous material (Fig. 3) . Some have no definite lining, others are lined by inconspicuous flattened cells, apparently endothelial in nature (Fig. 4) . They are situated in a very loose connective tissue containing some fat and in one section considerable quantities of smooth muscle (Fig. 5) in the mesentery of the terminal ileum and continuing into the adjacent folds of peritoneum at the medial border of the caecum is a cystic swelling measuring 13 x 10 x 5cm. Thisconsistsoffourmainloculiand numerous smaller compartments (Fig. 8) (Fig. 9) . The softer parts are honeycombed with spaces lined by endothelium. The diagnosis is considered to be a cavernous lymphangioma. There is no evidence of malignancy.
Lymphangiomata of the mesentery are rare. After an extensive survey of the literature Warfield (1932) found that mesenteric cysts were the least common of abdominal tumours and commented that they were hardly mentioned in many standard works, a statement which is still largely true. He concluded moreover that of the 129 reports of mesenteric tumours available to him between 1920 and 1932 only a few were lymphangiomata. Raiford (1932) found only one lymphangioma of the abdominal viscera in 11,500 necropsies. Anatomically the condition is related to the cavernous lymphangiomata but its exact nature, like that of angiomatous malformation generally, has caused much speculation. The simple dilatation of normal channels by fibrous obstruction following inflammation does not appear adequate and it is generally agreed now that the condition is an abnormal production of lymphatic vessels, the discussion resting between those who hold it to be a true progressive neoplasm and those who consider it part of a congenital malformation. Evidence has been produced by Goetsch (1938) that the commoner cystic hygromata of the neck and axillae are true progressive neoplasms, budding off new channels which infiltrate locally, and in fact showing a low-grade malignancy. Willis (1953) , however, does not accept this interpretation of Goetsch's photomicrographs. The behaviour of the mesenteric tumours and many other angiomatous conditions is perhaps more what would be expected from a congenital malformation-a local deformity or excess of lymphatic vascular tissue of the nature of a hamartoma. Most of the cases occur in childhood, but a few, for example that recently described by Colditz (1951) , in later life.
Many are found incidentally and seem quiescent: others either present suddenly or at the most are known to have been developing over a short period. In spite of this apparent quick growth malignant change or spread beyond the tissue originally involved is exceedingly uncommon so that local resection usually produces a cure. It seems likely that these rapid developments are due to a dilatation of congenital anomalies following torsion, inflammation or changes in pressure such as may easily occur in so fluid a region as the abdomen. The acute onset in both the cases described here and the recent inflammation in Case I seem consistent with this view, which would also account for the absence of any mass of appreciable size in Case 1 at the previous appendicectomy.
Summary
Two cases of abdominal lymphangioma are reported, each presenting as an abdominal emergency in childhood.
The pathological nature of the tumour is described and comments are made on its incidence, aetiology and behaviour.
